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CHAPTER I 
INTRODUCTION 
A well-known statistic is that almost half of all 
hospital beds in this country are occupied by patients with 
mental disorders. 1 It is evident that considerable effort is 
needed to promote the return of as many of these patients as 
possible to the community. During the past decade, ways of 
remotivating the chronic mental patient has been one of the 
most important subjects for study and research. 
In mental institutions, the patients have more contact 
with nursing service personnel than with any other mental 
health workers. Obviously, it is the nursing service 
personnel, by nature of their prolonged contact with the 
patients, who are in the best position to play a major part 
in the resocialization of the long-term mentally ill. 
Admittedly, mental hospitals are notoriously understaffed. 
There are, nevertheless, many opportunities for nursing 
service personnel to organize group projects which would 
provide socializing situations for patients. 
In the evenings and on weekends, primarily nursing 
service personnel are available on the wards of mental 
1 Joint Commission on Mental Illness and Health, Action 
for Men~al Health (New York: Science Editions, Inc., 1961), 
p. 4. 
---
1 
2 
hospitals. It is during these hours that people usually 
engage in recreational or social activities. The institu-
11 tionalized patient, however, has some difficulty in engaging 
~ 
I' in these pursuits at these times. The personnel who generally 
initiate these activities, the recreational therapists, the 
occupational therapists, the social work group workers, and 
the volunteers are seldom on duty after 5 P.M. on weekdays, 
or on Saturdays and Sundays. 
It has been noted time and again that the social inter-
actions of patients seem to increase when planned recreational 
programs are brought to the ward during evening hours. Unaer 
I routine ward conditions during these same hours, it has been 
11 observed that the patients seem to be isolated, idle, and not 
1: 
inclined to initiate group activity or one-to-one social 
II 
I contacts. Nursing service personnel, when left to their own 
devices,make little effort to engage patients in recreational 
activities. In the event that two aides are on duty on a 
ward, for example, they may be found playing ping-pong--with 
each other. When personnel do engage patients in incidental 
recreational activities, such as card games, they may be found 
playing with the same patients night after night. The other 
patients may retire at an unusually early hour, consequently, 
or engage in solitary activity. 
Thus, many valuable hours are lost which could be used 
for constructive resocialization purposes. Nursing personnel 
who are available on the wards during these hours have 
'I 
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' 
3 
unlimited opportunities to assist the patients in resociali-
zation through organized recreational activities. It is felt 
that the opportunities are not utilized with sufficient 
frequency. 
Statement of the Problem 
What woula be some of the effects on the social inter-
actions of a selected group of chronic female psychiatric 
patients resulting from the introduction of organized 
recreational programs into the ward situation? 
The specific objectives of this problem were: 
1. To develop an observational scale with which 
patients' social interactions could be systematically 
observed and recorded. 
2. To compare the differences between patients' 
social interactions during stated periods of incidental ward 
activities and during stated periods of organized ward 
recreational activities. 
3. To demonstrate that nursing service personnel can 
organize effective ward recreational programs. 
Importance of the Problem 
Recreational activities are an important part of normal 
life; they are also an important part of institutional life. 
They provide acceptable outlets for aggression and competition 
for the patients. They also provide them with opportunities 
II 
r--
4 
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for cooperation and socialization. O'Morrow states: 
Recreation activities have a strong emotional appeal. 
For the psychotic patients recreation is emotional 
releasing, emotional curbing, and emotionally self-
gratifying. It is releasing in the sense that in-
hibited hostility and anger can be expressed in run-
ning, in striking, in strong movements, and in compe-
tition. It is curbing in the sense that it encourages 
a properly channeled expression of these emotions so 
that they need not be misdirected toward the patient 
himself or expressed in destructive acts towards 
others. Recreation is self-gratifying because it 
stimulates the drive of constructive self-expression.2 
It was hoped that a significant increase in patients' 
social interactions would occur as a result of the organized 
recreational programs. Should this happen, it was felt it 
would then be justifiable to encourage others in psychiatric 
nursing services to undertake similar projects. Since 
ward personnel must deal with a group of patients, they 
necessarily need to develop group work skills. Although they 
may fee l that planning recreation is not one of their functi aE, 
certainly they cannot deny that it is their job to help 
remotivate and resocialize chronic mental patients. The use 
1 of recreation is only one of several ways of doing this. It 
1 is hoped that this study will show that i~ is a feasible, 
agreeable, and worthwhile method for nursing service 
personnel to use. 
2Gerald O' Morrow, ''Recreation as a Therapy Technique," 
Recreation for the Ill and Handicapped, VI (January, 1962), 
6. 
- -
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Scope and Delimitations 
The group studied was comprised of the entire popu-
lation of female patients residing on one open, thirty-bed, 
continued treatment ward of an urban state hospital, which 
accommodates about 2400 patients. 
! 
Definitions 
1. Organized ward recreational activities are those 
activities planned in advance by personnel and patients for 
the entire ward group. 
2. Incidental ward activities are those activities 
I commonly on-going without pre-planning. 
3. Social interactions are those exchanges between a 
1 patient and any other person or group as defined in the 
social behavior rating scale (see p. 40) under the categories 
jl 
I 
a, b, and c. 
Preview of Methodology 
Separate roles were assumed by the two nurses conducting 
the study. One participated actively as a member of the ward 
personnel; the other served as a detached observer-recorder. 
Seven categories of social behavior were defined (seep. 40). I 
A time sampling method was used to observe and record the 
patients' social behavior in accordance with the categories. 
The patients were observed systematically during four 
~ I 
- -- -· ---
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two-hour periods of incidental ward activities and during 
four two-hour periods of organized recreational programs. 
These programs were developed from suggestions offered during 
a planning session which was attended by the patients, ward 
personnel, and the investigators. 
·--
- --· 
'I 
-
CHAPTER II 
THEORETICAL FRAMEWORK OF THE STUDY 
Historical Association of Recreation and Psychiatry 
Historically, recreation as treatment for mental dis-
orders could be said to date back many centuries B.C. The 
Bible , for example , cited the cure of Saul's emotional diffi-
culties by the harp music played by David . 1 This was probably 
the first recorded instance of music therapy, one aspect of 
recreational therapy . 
About 100 years B.C ., Aesclepiades , sometimes known as 
the father of psychiatry, was the first physician known to 
have prescribed music in the treatment of mental disorders . 2 
Apparently excluding the case of King Saul, Jelliffe noted 
that this was the first use of a "psychic remedy" for psychi-
atric disorders . 3 In the first century, A. D. , Celsus recom-
mended exercise, travel, music, reading, and conversation for 
the mentally ill . 4 Unfortunately, in spite of this 
1 I Sam. 16 . 14-23 . 
2censorinus, de die natali , 12, cited by Smith Ely 
Jelliffe, "Notes on the History of Psychiatry," The Alienist 
and Neurologist, XXXIII (February, 1912), 73. 
3 Ibid . 
4A. Cornelius Celsus, of Medicine, trans . James Grieve 
(Edinburgh: Dickinson and Company , 1814), iii , 18 . 117, 120. 
7 
8 
progressive and enlightened viewpoint, he also recommended 
torture procedures such as "hunger, chains, and stripes . " 5 
Soranus, early in the second century was advocating for the 
treatment of mania, walking, conversation, reading, acting, 
travel, and chess . 6 His ideas were probably derived from 
the teachings of Aesclepiades . Curiously, Soranus rejected 
music as therapy , along with such dissimilar measures as 
blood letting and starvation . Approximately in the fifth 
century , A. D., Caelius Aurelianus , a follower of Soranus and 
Aesclepiades, recommended walking , reading, theater perfor-
mances , and traveling for convalescent mental patients . 7 
Deutsch did not think the se enlightened methods were 
typical for the centuries mentione d . 8 He felt only the very 
wealthy would have access to such measures as travel and 
theater . The destitute and depr ived mentally ill were more 
likely subjected to the tor t ure methods advocated by Celsus. 
5 Ibid . , p . 120 . 
6caelius Aurelanius (a Latin translation in which 
Soranus' major works on phrenitis and mania are preserved, 
translated into the English by I . E . Drabkin, Chicago, 1950), 
cited by Erwin E. Akernecht , A Short History of Psychiatry 
(New York: Hafner Publishing Company, 1959), p . 13 . 
7 caelius Aurelianus, Morb . Chron . , i, cited by Sidney 
Licht, "The Early History of Occupational Therapy," Occupa-
tional Therapy Source Book, ed . Sidney Licht (Baltimore : The 
Williams and Wilkins Company, 1938), pp. 3, 4. 
8Albert Deutsch, The Mentally Ill in America (2nd ed.; 
New York: Columbia University Press , 1949), pp . 10, 11. 
9 
Throughout the Middle Ages and the Renaissance , the 
teachings o f the early Greeks and Romans were largely for-
9 gotten. The mentally ill, thought to be witches , were 
tortured and burned at the stake. Although witch burning 
continued throughout the Renaissance, a few doctors such as 
Agrippa and Paracelsus , emerged to support the idea that the 
witches were in reality mentally ill and needed medical 
attention. Hospitals for the insane had been built as early 
as 1100 on the European continent (Metz). These were largely 
hospitals in name only, for the patients were treated more as 
prisoners. About the only enlightened care of the insane 
during this period was at the colony of Gheel in Belgium , 
where the insane received family care under supervision of 
doctors. 10 
In 1793, Pinel in France revolutionized the care of 
the insane by removing the chains from the patients in the 
Bic~tre and subsequently in the Salp~tri~re.l 1 He 
pupularized the idea known as moral management of the mentally 
ill. He thought that to prevent relapses in convalescents 
and certain recurrent maniacs, a special part of the hospital 
9Ackernecht, op. cit., p. 16. 
10oeutsch, op. cit., p. 14. 
llrbid., p. 90. 
10 
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should be set aside for their use, "for such amusements or 
exercises as may be required to engage, develop, strengthen 
or divert their morbid faculties •••• " 12 About the same 
time in England, Tuke was independently instituting a similar 
plan of moral treatment at the York Retreat. This institution 
influenced hospitals in the United States such as the Friend's 
Asylum in Philadelphia and Bloomingdale in New York. 13 
Documents and writings of the first half of the 
nineteenth century reflect the inclusion of recreational 
activities in the moral treatment of the insane. Dr. Rufus 
Wyman, in the 1822 Annual Report of the McLean Asylum, 
indicated that as soon as money was available, gardens and 
walks would be provided "for the purposes of amusement and 
exercise to the patients •••• "14 
Moral treatment between 1817 and 1834, meant to the 
Friend's that occupational therapy, particularly farming, was 
the best method of treatment. 15 However, a variety of 
12Philippe Pinel, A Treatise on Insanity, trans. D. D. 
Davis (New York: Hafner Publishing Company, 1962), p. 189. 
13Deutsch, op. cit., pp. 92-96. 
14Rufus Wyman, M.D., Address of the Trustees of the 
Massachusetts General Hospital to the Subscribers and to the 
Public, Asylum for the Insane, Charlestown, January 10, 1822, 
p. 5. 
15Norman Dain and Eric T. Carlson, "Milieu Therapy in 
the Nineteenth Century: Patient Care at the Friend's Asylum, 
1 Frankford, Pennsylvania, 1817-1861," The Journal of Nervous 
I and Mental Disease, CXXXI (October, 1960), 281-287. 
I 
I 
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amusements was also used to help patients get well and to 
keep them busy. They could play ball, push a car about a 
circular railroad track, take carriage rides and walking 
tours, do needlework, play checkers, and indulge in conver-
sat ion. 
Between 1834 and 1861, manual labor continued to be 
the emphasis in moral treatment. Other occupations were 
introduced, however, such as weaving baskets and woodworking. 
Recreational and educational therapy were used increasingly. 
Social gatherings were encouraged. The patients organized a 
"Restorative Society," which had the purpose of enlarging the 
recreational and occupational activities available to the 
patients. 16 
Charles Dickens, perhaps, best captured the spirit of 
the American mental hospitals of that time, in which recrea-
tion played so important a part, by writing charmingly and 
vividly: 
For amusement, they walk, run, fish, paint, read, and 
ride out to take the air in carriages provided for 
the purpose. They have among themselves a sewing 
soc~ety to make clothes for the poor, which holds 
meetings, passes resolutions, never comes . to fisti-
cuffs or bowie-knives as sane assemblies have been 
known to do elsewhere; and conducts all its proceed- ~! 
ings with the greatest decorum . The irritability, 
which would otherwise be expended on their own flesh, 
clothes, and furniture, is dissipated in these pur-
suits. They are cheerful, tranquil, and healthy. 
16 
Ibid., p. 287. 
F===~==============================================~~~--~~---~--~~~=========F~-~--
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Once a week they have a ball, in which the Doctor 
and his family, with all the nurses and attendants, 
take an active part. Dances and marches are per-
formed alternately, to the enlivening strains of a 
piano; and now and then some gentleman or lady (whose 
proficiency has been previously ascertained) obliges 
the company with a song: nor does it ever degenerate, 
at a tender crisis, into a screech or a howl; wherein, 
I must confess, I should have thought the danger lay. 
At an early hour they all meet together for these 
festive purposes; at eight o'clock refreshments are 
served; and at nine they separate.l7 
Toward the end of the nineteenth century, unfortu-
nately moral treatment largely disappeared.l8 This coincided 
with the rise of the huge state hospitals. Inasmuch as 
recreational therapy was closely identified with moral treat-
ment, it, too, must have largely disappeared. 
A perceptive nurse, Susan Tracy, in 1906 realized the 
need for occupying the ill and set up a course for her 
nursing students called "Invalid Occupation."19 By 1910, two 
mental hospitals, Taunton State and the Sheppard and Enoch 
Pratt, were conducting courses in occupation for their 
nurses and attendants. Miss Tracy's original lectures were 
published in 1910 as the first book about occupations for the 
ill. 20 
17
charles Dickens, American Notes, I (London: Chapman 
and Hall, 1842), pp. 109, 110. 
18Joint Commission on Mental Illness and Health, 
op. cit., p. 62. 
19Licht, op. cit., pp. 14, 15. 
20 Ibid., p. 15. Refers to Susan Edith Tracy, Studies 
in Invalia-uccupation: A Manual for Nurses and Attendants 
(Boston: Whitcomb and Barrows, 1910). 
-- ·- __ , 
---
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During World War I, the Federal Government asked the 
Red Cross to conduct recreational programs in their 
hospitals, 21 probably to boost morale. This idea spread to 
OLher public hospitals in the next decade. The work was 
accomplished mo~tly by volunteers. The Veterans' Adminis-
tration in the 1930's began to use trained workers in 
recreation . The first book on Recreational Therapy per se 
appeared in 1936. 22 ,forld War II stimulated the Federal 
Government to increase greatly recreational programs in the 
military and VA Hospitals. 23 Today, most mental hospitals 
have incorporated some form of recreation into their treat-
ment programs . 
Theories of Recreation 
The Neumeyers critically have reviewed and analyzed 
several of the major theories of play including: (1) the 
surplus energy theory (Schiller, Spencer, and Lazarus); 
(2) the preparation for life theory (Groos); (3) the inheri-
tance or recapitulation theory (Hall); (4) the instinct 
21Beatrice H. Hill, "A Bird's Eye View of Hospital 
Recreation," Recreation for the Ill and Handicapped, I 
(January, 1957), 14. 
22Robert Hemphill, "The Aims and Practice of Recrea-
tional Therapy," Bulletin of the Menninger Clinic, I (June, 
1937), 117. Refers to John Eisele Davis and William Rush 
Dunton, Jr., Principles and Practice of Recreational Therapy 
for the MenLally Ill (New York: A. s. Barnes and Company, 
Inc., 1936). 
23 Hl..ll . t 14 , op. c 1. • , p. • 
--
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theory (James and McDougall); and (5) the relaxation and 
re-creation theory (Kames and Patrick). 24 
The surplus energy theory postulated that all the 
energy of animals, especially in the higher types such as man, 
is not used up in maintenance of life activities. The excess 
energy then finds an outlet in play. Some of the criticisms 
of this theory were that humans and animals do not necessarily 
stop playing when they become tired, and in fact may go on 
until they are exhausted. On the other hand, play is often 
used by adults to restore energy depleted in work. Frederich 
von Schiller, the German poet, and Herbert Spencer formulated 
surplus energy theories. Spencer elaborated the theory with 
the idea that imitative activity might be substituted for 
pertinent activity in the discharge of excess energy. This 
imitative activity, then, is play. It is believed that this 
was an important error in Spencer's thinking. 
Karl Groos, in the late nineteenth century, elaborated 
a very comprehensive theory of play that included three major 
factors: "(1) play is rooted in instincts, (2) it is a 
'preparation for life,' and (3) it is pleasurable."25 
Although Groos had some questions about the concept of 
24Martin H. Neumeyer and Esther S. Neumeyer, Leisure 
and Recreation (3rd ed.; New York: The Ronald Press Company, 
1958), pp. 229-252. 
25 Ib1·d., 232 233 PP • , • 
:I 
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instinct, nevertheless he felt that some instincts appear 
before they are needed and that they are exercised through 
play activities as a preparation for later adult functioning. 
G. Stanley Hall disagreed with Groos' theory because 
it had no connections with the past. He thought past motor 
tendencies of the race tended to persist as rudimentary 
functions, either associated with or analogous to rudimentary 
organs. The instinctive play of children expresses best their 
motor needs. In this recapitulation or inheritance theory, 
he thought each child " ••• repeats the history of his race, 
rehearsing the activities of ancestors, stage by stage, how 
far back we know not."26 This theory has been seriously 
doubted by many. 
Many psychologists have asserted that play is an 
instinct in man as well as in animal. William James was 
foremost among these. McDougall did not consider it a major 
instinct and recognized the complexities of the motives 
involved in play. Theories of instincts have always been 
controversial and continue to be. There is a definite 
problem in separating what is inherited from what is socially 
acquired. It is probable that humans do not have specific 
and unvarying responses to instincts as do animals. It is 
possible, however, that one's inherited constitution may 
affect one's play activities. 
26Ibid., p. 233. 
-- - - - -- --
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The relaxation and re-creation theory is not new as it 
dates back 200 years to an English nobleman, Lord Kames. 
Many others have stressed the re-creative value of play since 
that time. G. T. W. Patrick was the best known and more 
recent (1916) exponent of the relaxation theory. He felt 
that play gives release from the tension and fatigue acquired 
by the mental and physical exertions required in daily living 
activities. He thought society should provide recreation for 
its members as a means of reducing tensions that might cause 
difficulties in adjustment to life. 
The Neumeyers have stressed that no real understanding 
of recreation can be acquired by a unitary theoretical 
approach. "Biological, psychological, and social factors 
are involved and no theory is complete without a recognition 
of all the varied elements."27 They recommended that 
sociologists should more specifically focus on the group 
aspects of recreation and the influence of culture on 
recreation. 
Although psychoanalytical theory is beyond the scope 
of this paper, it is well-known that child analysts in 
particular have contributed a great deal to a theory of play. 
One of the most prominent among these is Melanie Klein.28 
27 Ibid., p. 250. 
28Melanie Klein, The Psychoanalysis of Children, trans. 
Alix Strachey (London: The Hogarth Press, Ltd., 1954). 
I 
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Robert Wttlder, an eminent psychoanalyst, has remarked that 
the psychoanalysts' contributions to theories of play are 
considerably more valuable than those of the academic 
psychologists. 29 He said: 
To summarize, the psychoanalytic contributions 
to the problem of play may be indicated by the 
following phrases: instinct of mastery; wish ful-
fillment; assimilation of overpowering experiences 
according to the mechanism of the repetition com-
pulsion; transformation from passivity to activity; 
leave of absence from reality and from the superego; 
fantasies about real objects. 
If we compare these with the contributions which 
we owe to academic psychology, and which one can 
couch approximately in these phrases: phylogenetic 
echoing of serious affairs; atavism; mimicry; excess 
energy; preparation for future functions; functional 
pleasure--without in the least questioning the value 
of this point of view for a comprehensive theory of 
play, one can hardly avoid the impression, that the 
psychoanalytical contributions are more valuable for 
an understanding of the individual child, its 
individual development, its difficulties and its 
attempts at their solution. They teach us to regard 
play as a sign of the child's psychological situ-
ation, and they can give us leads as to how to inter-
vene properly in childhood conflicts.30 
Philosophy of Recreation 
Slavson, discussing philosophy of recreation in 
general, noted that inasmuch as recreation satisfies pleasure 
29Robert W!!lder, "The Psychoanalytic Theory of Play," 
The Psychoanalytic Quarterly, II (1933), 224. 
30 Ibid. 
-
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needs, it has to be under some control by society . 3 1 We have 
been taught that recreation has to be earned. Although we may 
secretly envy the playboy type, his activities are socially 
condemned. The Puritanical tradition has forced repressions 
that can lead to a distortion of the personality. Recrea-
tional activities, when properly used, provide a socially 
approved outlet for unconscious strivings. 
Slavson also felt that although pleasure is the major 
factor in recreation, it is now commonly accepted that iL is 
an integral part of education. 32 If the aim of recreation is 
in the development of personality and giving direction to 
the realization of its potentiali~ies, then recreation has 
the same objectives as education. 
There can be little doubt as to the benefit of 
making learning pleasurable through native achieve-
ment, group recognition, status, motor and mental 
satisfactions. A recreation that meets these needs 
is undoubtedly important in character formation and 
in social progress, for satisfactions organize and 
mobilize man's powers. They integrate his many 
facets for vigorous and unified response and, on 
a lesser level but equally important, develop 
skills ftr doing things and living with people.33 
Dr. Alexander Reid Martin, a psychiatrist, in an 
address concerning a philosophy for hospital recreation 
3 1s . R. Slavson, Recreation and the Total Personality 
(New York: Association Press, 1956), pp. 20-26. 
32Ibid ., p. 32. 
33 Ibid. , p. 22 • 
+t-+f==·== ·-
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questioned whether there should be any difference between a 
philosophy of recreation for the ill and a philosophy of 
recreation for those not in the h ospi t al. 3 4 He was more 
interested in a general, over-all philosophy for recreation . 
He felt that psychiatry has not yet discovered the real worth 
of recreation in the growth and development o f the ind ividual . 
The lives of humans are so dominated by demands for material 
success that i t is an ever growing problem for them to relax 
and enjoy the ever expanding leisur e time they have . The 
psychiatrist is finding increasingly that problems of 
relaxation , leisure and recreation have an important 
relationship to mental and emotiona l disturbances . Dr. Martin 
felt strongly that recreation is o f primary importance in the 
health of any individual , whether in the hospital or not . He 
has enumerated six ingredients which he thought should be 
basic to any over- all philosophy of recreation. 
I will call this the 6-H Formula . The ingredients 
are inextricably compounded . They are : Humanism, 
Holism, Homer, Humor, Humility , and Health Promo-
tion . 
Humanism and Holism ensure our respect for 
totalities, for the whole man, the whole family, 
and the whole of man in his past and present. 
Homer reminds us of the great anticipators--the 
3 4Alexander Reid Martin, "A Philosophy of Recreation," 
Two Doctors Speak on Recreation (Chapel Hill, North Carolina: 
The University of North Carolina), p. 5 . Opening address of 
the Second Southern Regional Institute on Hospital Recrea-
tion, April 3-6, 1955, held at the Universi t y of North 
Carolina . 
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poets--and of the need for a more poetic approach to 
life and its problems. Humor and Humility, by-products 
of humanism, permit us to view ourselves in perspective 
which dissolves false pride and enables us to laugh at 
ourselves. Humor also makes us quick to sense our 
compulsions and to avoid being ruled by them. Shake-
speare expresses this explicitly and implicitly through 
many of his humorous characters specially Falstaff in 
Henry IV, Part One. 
And finally we come to Health Promotion. Here is 
an attitude sadly lacking in modern medicine. We in 
psychiatry, as in Medicine, are too strongly dedicated 
to the clinical, diagnostic, curative treatment 
approach and we have set this pattern for most social 
work. • • • 
I want to leave this thought with you. Until we 
in medicine stop relating ourselves primarily to 
disease and start to relate ourselves primarily to 
health promotion, health conservation, h~alth pro-
tection, we cannot really join hands with recrea-
tion because these have always been the ideals of 
recreation.35 
Recreation as Therapy 
Dr. Rufus Wyman said in his 1822 report for the McLean 
Asylum that recreation was provided for the patients for 
diversional purposes.36 One hundred forty years later in 
1962, a report from that same asylum, renamed McLean Hospital, 
asserted that recreation was no longer used "as merely filling 
up time and relieving boredom, but as providing patients with 
experience in a variety of social situations and furnishing 
35Ibid., pp. 13, 14. 
36wyman, op. cit., p. 27. 
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substance for and testing our psychotherapeutic work."37 
Shivers noted that much experimental work needs to be 
done to define and measure the therapeutic value of recrea-
tion in treating the sick. 38 Dr . Joseph Wolffe , however, 
said that the study o f mankind cannot be reduced to absolute 
scientific experimental methods. 39 He felt that empiricism 
should not be discarded in the medical sciences. Dr . Wolffe, 
upon observing cardiac patients in two hospitals, no t ed that 
the patients with concomitant anxiety states in the hospital 
with a recreat ional program needed less medication and had 
a shorter hospitalization than did patients in a hospital 
without a recreational program . 40 
The therapeutic value of recreation, although not 
clearly understood, generally is ascribed to two factors : 
(1) as a medium for the expression of unconscious drives ; 
and (2 ) as a socializing medium through the group process . 
37Francis de Marneffe and Joseph Prekup , "The McLean 
Hospital Rehabilitation Center," Mental Hospitals, XIII 
(August , 1962), 412. 
3 8 J ay s . Shivers , "Recreational Services," Hospital 
Progress , XLII (January, 1916), 68 . 
39J oseph B. Wolffe , "Recreation, Medicine and the 
Humanities," Two Doctors Speak on Recreation (Chapel Hill , 
North Carolina : The University of North Carolina), pp. 15, 16 . 
Opening address of the Third Southern Regional Institute on 
Hospital Recreation, April 28-30 , 1957, held at the Universi t y 
of North Carolina. 
40 
Ibid., pp . 19, 20 . 
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Slavson's discussion of unconscious motivations, which is ludrl 
and comprehensive, is summarized below. 4 1 
Man has instinctual drives and impulses that crave 
satisfaction. Society tends to repress the natural expression 
of these drives. Harsh repressions may cause emotional diffi-
culties. Some people become so ill they have to be 
hospitalized. Many others remain in society and have an 
effect upon all others. Society is responsible for creating 
an environment which promotes mental and physical health. 
The recreationist and educator can help the · individual to 
adjust to his environment. "To meet the requirements of 
mental hygiene, recreation must discharge some of the 
unconscious drives, release inner pressures, and provide 
natural compensations."42 
A physically inferior child may find compensation 
through some special talent as ability in literature or 
art. The choice of recreation may depend upon some unconsckus 
need. Severe repression of needs and drives may lead to ill-
ness whereas appropriate sublimation will foster health. 
Slavson indicated some of the unconscious needs of man as 
follows: 
Need for Movement.--Movement was originally a life 
preserving measure. Now it is no longer needed for that 
41
s1avson, op. cit., pp. 27-47. 
42 Ibid., p. 30. 
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purpose and has become pleasurable in itself. In urban !I 
environments, recreation satisfies this need through walking, 
running, horseback riding, and similar activities. 
Need for Change.--Urban environments with their 
restricted living quarters and streets and jobs become 
monotonous. Recreation such as travel, picnics, and meeting 
new friends affords some relief from this monotony. 
Sex Instinct.--Recreational activities can satisfy the 
sexual instinct, which ordinarily is governed by many taboos 
and laden with guilt. Swimming, dancing, reading, and 
attending the theater are recreational activities that offer 
socially acceptable outlets. 
Death Wish.--Man apparently has a self-destructive 
component to his personality and this is somewhat fulfilled 
by dangerous recreational activities as flying, mountain 
climbing, and high-speed driving. 
Sadistic Drives.--Man also has destructive tendencies 
toward others. They are often sublimated into recreational 
1 activities as hunting, fishing, and even playing chess, in 
which various men are eliminated. 
I' Aggression.--Man is basically aggressive in order to 
live. His aggression must be controlled or group living 
would not be possible. From earliest childhood aggressive 
inclinations are redirected into games or more serious 
activities. Recreation serves as an ouLlet for aggression. 
There are many competitive sports and games which serve the 
·-
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purpose as football, baseball, hockey, and tennis. These 
forms of aggression do not cause feelings of guilt. 
Creativity.--Recreation also has a creative aspect. 
Creative drives need as much expression as do hostile or 
destructive drives. In most people, both needs are generally 
present. One may be predominant and the expression of this 
through recreation may reflect a particular personality. 
Gardening, animal raising, sculpture, building, and writing 
are all creative recreational activities. Some of these may 
be derivatives of a need for power, but the outcomes are 
constructive. 
Regression.--One of the main satisfactions to be 
derived from recreation is that it furnishes a socially 
acceptable means of regression to earlier childhood, patterns, 
when one was free from restraint. Maintaining the repressions 
necessary for adult behavior requires a lot of effort, and 
the letting go of inhibitions in recreation releases pent-up 
drives. 
The Menningers considered recreational therapy an 
important supplement to psychotherapy. 43 Again, recreation 
was related to unconscious needs. These needs practically 
applied to the mental patient were: 
••• (l) substituting sublimation for symptoms; 
(2) providing an outlet for conscious and uncon-
scious aggression; (3) providing a means of 
43Hemphill, op. cit., p. 117. 
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atoning for unconscious guilt; (4) giving freedom 
for phantasy expression; and (5) affording an 
opportunity to create something. It strikes, in 
other words, at the solution of unconscious conflict 
of the patient by providing him with suitable 
interests and outlets to supplant his illness as a 
solution of his problems.44 
As Slavson gave examples for the ordinary human being, so 
Hemphill gave similar examples for the mental patient, such 
as punching a bag or hitting a ball to relieve aggressive 
impulses. 45 
On a more sophisticated level, Campbell differentiated 
the different levels of psychotherapy and related the use 
of recreational therapy to each type. 46 For example, in 
reconstructive therapy with the goal of insight into 
unconscious conflicts, he felt that recreation could be used 
as a projective technique, which would reveal the specific 
dynamics of the patient more clearly than would the psycho-
therapy itself. 
An important contribution of recreational therapy is 
its socializing po~entialities. Unconscious needs can be 
expressed in solitary recreational pursuits as indicated in 
the examples given above (punching a bag to release aggression}, 
44 Ibid. 
45Ibid., p. 118. 
46Robert J. Campbell, "How to Use Recreation Activi-
ties as a Therapeutic Tool," Recreation for the Ill and Handi-
capped, III (January, 1959), 3, 4. 
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however, recreation in a group situation provides opportu-
nities for the working through of interpersonal difficulties, 
which may be based on unconscious conflicts. 
Obviously the mental patient has great difficulties in 
social relat i onships . As Tourney indicated, one of the main 
characteristics of the schizophrenic is his isolation from 
people. 47 Unfortunately, among many others, Tourney48 and 
Davis49 agreed that the situation in some mental hospitals 
tends to promoLe the isolation of patients and therefore 
the chronicity of their illnesses . The mental hospital, then, 
' is faced with the important and enormous task of helping the 
patients regain some skill in relating to people . Tarumianz 
corroborated this viewpoint and added that recreation is of 
vital importance in resocializing the menLally ill. 50 The 
gaining of social approval is made easier for the psychotic 
patient in group recreational projects, and this is more 
acceptable to h im than acquiring unsolicited love . 51 
47Garfield Tourney, et al . , "The Effect of Resociali-
zation Techniques on Chronic Schizophrenia," The American 
Journal of Psychiatry, CXVI (May, 1960), 993 . 
48 Ibid . 
49John Eisele Davis, Rehabilita tion, Its Principles 
and Practices (rev . ed . ; New York : A. S. Barnes and Company, 
1946)' p . 192 . 
50M . A. Tarumianz, "The Value of Recreation in Special 
and General Hospitals," Recreation for the Ill and Handi-
capped, III (April, 1959), 4 . 
51
valerie V. Hunt, Recreation for the Handicapped 
(New York: Prentice-Hall, Inc . , 1955), p. 213. 
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Participation in group recreation provides patients with a 
common interest about which they can converse. The group 
pressure stimulates patients to conform to more acceptable 
behavior. The group recreational activity also provides a 
situaLion in which patients can develop socially and progress 
toward mental heal th. Activities such as "cultural 
evenings," 52 drama productions, 53 and "prescribed social 
54 hours," are some of the means that various groups have used 
to socialize patients and to prevent further deterioration 
and regression. 
Schlotter related clearly how the complexity of the 
recreational activities should be geared to the current 
social competence of the patient, with the hope that his 
social participation would gradually increase. 5 5 For 
example, activities which require only passive participation, 
such as watching television, present the least amount of 
pressure upon the patient to cooperate in making the venture 
52carolyn B. Aggaral and Marilyn Bibb, "The Cultural 
Evening Program," The American Journal of Occupational 
Therapy, XV (July-August, 1961), 142. 
53
virginia Barckley, "The Player's the Thing," Nursing 
Outlook, IV (July, 1956), 382. 
54Myrl Anderson, "The Role of Prescribed Social 
Gatherings in the Treatment of the Mentally Ill," Bulletin 
of the Menninger Clinic, V (January, 1941), 56, 57. 
55Bertha E. Schlotter, "Planning Recreation Programs," 
Recreation for the Ill and Handicapped, I (April, 1957), 11, 
12. 
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a success. On the other hand, team projects such as basket-
ball, demand rather active participation by all members to 
I 
1 insure a favorable outcome. 
Although the therapeutic effects of recreation are not 
clearly understood, and although little scientific investi-
gation has been done on the subject, there seems to be 
general agreement among the many authorities that recreation 
1 is an excellent socializing medium. No article reviewed 
proposed a contrasting viewpoint. 
Role of Nursing Service Personnel in Recreation 
An assumption of this study is that one of the roles 
of nursing service personnel is to resocialize and remotivate 
chronically ill mental patients. Since it has been shown 
that recreation is an excellent socializing medium, then it 
can be presumed that the personnel will use recreation for 
that purpose. 
Peplau has said that the emphasis is not on the 
function of the nurse as a socializing agent; it is on her 
56 
function as a counselor. This view seems somewhat questionahle 
since counseling to Peplau apparently means on a one-to-one 
basis, whereas socializing can be effected on a group basis, 1 
thus reaching many more patients. Nursing service personnel 
56Hildegarde Peplau, "Interpersonal Techniques: The 
Crux of Psychiatric Nursing," The American Journal of Nursing, 
LXII (June, 1962), 50-54. 
--- - ---· 
~·--------------------
I' 
--
-
29 
===#====-- t -- ---· 
I 
I 
are in the unique position of literally living with the 
patient, and it follows natura lly that the long hours spent 
with the patient would be utilized in socializing activities . 
From a practical standpoint , Mereness sensibly realized that 
the nurse's role is somewhat dependent upon the availability 
of other team members . 57 For example, if no recreational 
therapist is available, then the nurse has to try to fulfill 
the recreational needs of the patients, albeit to a limited 
extent . There is also something wrong with this viewpoint 
since the implication is that the nurse would not become 
involved in recreation if recreational therapists were 
available . As Linn noted , a hospital could never have a 
recreational staff sufficiently large to take care of all the 
recreational needs in the hospital . 58 The recreational 
I! 
1 worker, then, has to solicit help from others . Linn believed 
that the setting up of ward recreational programs is a very 
important aspect of the recreational therapist's job . The 
nursing personnel are bound to become involved if recreational 
activities are brought to the ward . 59 Greenblatt's group, 
57norothy Mereness, "Factors Influencing the Nurse's I 
Role," Mental Hospitals, X (Novembe r , 1959), 17 . 
58Louis Linn, Handbook of Hospital Psychiatry: A 
Practical Guide to Therapy (New York : International Universi-
ties Press, Inc . , 1955), p. 64 . 
59Milton Greenblatt, Richard H. York, and Esther 
Lucille Brown, From Custodial to Therapeutic Patient Care in 
Mental Hospitals (New York: Russell Sage Foundation, 1955), 
p . 9. 
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60 61 Jacobs, and Maynard, all agreed with Linn that recrea-
tional facilities can be greatly extended for patients if 
nursing personnel assist with recreational activities. 
Although there are many more recreational workers in 
mental hospitals today than there were a few years ago, 
generally the situation in the evenings and on weekends has 
not changed. The recreational therapist is largely available 
during administrative work hours. Probably it is primarily 
in service and VA hospitals that recreation is regularly 
available in the evenings. Russell pointed out as far back 
as 1938 that evening recreation was almost completely 
dependent upon the nurse's ability to motivate the patients 
into doing something.62 He felt that some patients might 
engage in activities on their own initiative, but the majority 
would be passive and inactive. In 1946 in one hospital, a 
wide-scale program of resocializing chronic patients was 
undertaken. 63 Occupational therapy was brought to the wards, 
and then came the realization of the necessity of helping 
60Emmanuel Jacobs, "Recreation: A Job for Everyone , " 
Mental Hospitals , XI (April, 1960), 26. 
6lsonny Maynard, "Utilization of Nursing Personnel in 
Implementing a Recreation Program," Recreation for the I11 
and Handicapped , VI (October, 1962), 
6 2John Ivison Russell, The Occupational Treatment of 
Mental Illness (Baltimore: ~illiam Wood and Company, 1938), 
pp. 72, 73. 
63 Greenblatt, York, and Brown, op. cit., pp . 106-131. 
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patients use their leisure time more effectively. Barticu-
larly a need for evening recreational activities was noted. 
No evening activities at all had been available, and the 
patients simply retired at a very early hour. Obviously 
nursing service personnel in that situation had not considered 
socializing the patients as one of their functions. Never-
theless, after an aide was appointed recreational director, 
a program of evening activities was instituted. 
The same hospital undertook a project of introducing 
games into the ward setting. 64 It was found that patients 
participated considerably more if personnel entered into 
their activities. Not only did this stimulate the hospital 
to provide recreational supplies for the ward, but also to 
promote the participation of personnel in the activities with 
the patients. The personnel had some difficulty in accepting 
recreational activities and interactions with patients as th~ 
functions . The affiliating student nurses in particular felt 
that they would be criticized for not doing their job if they 
sat down with patients and played games. 
Apparently there has been in the past some difficulty 
in understanding the socializing role of nursing personnel . 
In one study of 17 nursing service personnel, it was found 
64 
Ibid., pp. 112-114. 
32 
they had an average of 13.8 socializing abilities. 65 However, 
out of their combined 234 abilities, they only used 74 in 
working with the patients. The failure of the personnel to 
utilize their socializing capacities seemed to be related 
to role confusion. The philosophy of the administrative 
personnel was task oriented rather than patient oriented. 
I 
1 Thus, the personnel deemed it more politic to be seen 
[I 
performing concrete tasks rather than interacting with 
patients. In an interesting study on nursing students, the 
students said they were accused of becoming too "emotionally 
involved" if they were found talking with a patient more than 
twice. 66 
Another study on nursing students cited two examples 
of failure to recognize the therapeutic value of recreation.67 
In one instance, a student who had patients engaged in a 
musical activity allowed herself to be interrupted and left 
the situation. On another occasion, a student had an 
opportunity to engage several patients in a ping-pong game. 
Instead, she passively allowed the situation to disintegrate. 
65Francoise R. Morimoto, "The Socializing Role of 
Psychiatric Ward Personnel," The American Journal of Nursing, 
LIV (January, 1954), 54, 55. 
66Alice F. Behymer, ''Interaction Patterns and Attitudes 
of Affiliate Students in a Psychiatric Hospital," Nursing 
Outlook, I (April, 1953), 207. 
67Harriet Kandler, et al., "A Study of Nurse-Patient 
Interaction in a Mental Hosp1 tal,'' The American Journal of 
1~ Nursing, LII (September, 1952), 1102. 
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Further indication that the socializing role of 
personnel is not well understood was demonstrated in another 
personnel study. 68 It was found that nursing personnel did 
not realize the patienLs' potentialities for creative 
expression through recreation. The personnel recognized only 
23.3% of the activities the patients had pursued prior to 
illness. Lack of knowledge about the patients' skills will 
handicap any nurse in her socializing role. 
Considering the amount of time nursing service 
personnel spend with patients and considering the amount of 
leisure time hospitalized patients actually have, the results 
of a time study on nursing personnel in one state hospi~al 
were rather discouraging. 69 It was discovered that a group 
of aides from ore ward spent 7.5% of their time initiating 
recreational activities for patients . It was also found that 
I nurses from four wards s pent 11 . 5% of their time similarly . 
Since socializing patients is apparently one of the great 
problems in institutional psychiatry, i~ seems reasonable 
to expect that personnel could spend more than from 7 to 11 
percent of their time socializing with the patients through 
68Francoise R. Morimoto and Milton Greenblatt, 
"Personnel Awareness of Patients ' Socializing Capacity," 
The American Journal of Psychiatry , CX (December, 1953), 
443-447 . 
69
christiana Burke, Curwood L . Chall, and Faye G. 
! 
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Abdellah, "A Time Study of Nursing Activities in a Psychiatric 
1 Hospital," Nursing Research, V (June, 1956), 29. 
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recreational activities. Ten percent of the patient's day 
is only 2.4 hours, whereas the patient's leisure time probably 
amounts to at least eight hours, or 33 percent of his day . 
These figures are a rough indication that the socializing 
role of personnel is not sufficiently employed in the 
treatment of mental patients. 
Fortunately, increasing recognition is being given to 
the role of nursing service personnel in recreation. In one 
small mental hospital, the nurse and aides on a disturbed 
male ward were assisted by the recreational therapist in 
setting up a ward recreational program which they then 
conducted. 70 Informally, it was noted that combative behavior 
! 
I 
I 
1 decreased and many patients seemed more relaxed. Shortly, 1 
II 
II 
some patients were transferred to an open ward. 
Mannino7 1 and Pike72 described hospital recreational 
programs which were planned by a committee which included 
nursing personnel as important members. Mannino, a nurse 
who was the recreational director at his hospital at the 
70Louis Lehman, "The Initiation of an Intensive Recrea-
tional Therapy Program for a Closed Ward of Male Psychiatric 
Patients," Recreation for the Ill and Handicapped, III (July, 
1959), 7, 14. 
71 sandy F. Mannino, "The Role of the Nurse in Recrea-
tional Therapy," Nursing World, CXXXI (March, 1957), 14-16. 
72Peggy C. Pike, "An Integrated Recreational Program," 
The Canadian Nurse, LVII (August, 1961), 736-739. 
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time his article was published, elaborated his extensive use 
of nursing personnel in motivating the patients in recrea-
tional activities. 73 Dr . Barton felt it was not so much 
the elaborate recreational programs as it was the interest 
and initiative of the personnel which motivate and stimulate 
the patients . 74 Linn believed that patients derived pleasure 
from the participation of personnel in games. 75 OfteG compe-
titive teams among patients and personnel stimulated much 
interest in the patient group, especially if the games were 
publicized. Linn also believed that the role of aides in 
recreation was sufficiently important that they should be 
given a training program to enable them to set up ward 
recreational programs. The necessity for training personnel 
in recreation was corroborated by Jacobs. 76 
Thus, interest is increasing concerning the role of 
nursing personnel in utilizing recreational media in 
socializing patients. A modern psychiatric nursing text 
noted that some mental hospitals specifically providwactivi-
ties for the wards. 77 This enabled certain patients to 
73Mannino, op. cit., p. 16. 
74walter C. Barton, Administrative Psychiatry (Spring-
field, Ill.: Charles C. Thomas, 1962), pp. 70, 71. 
75Linn, op. cit., p. 64. 
76 Jacobs, op. cit., p . 27 . 
77charles K. Hofling and Madeleine M. Leininger, Basic 
Concepts in Nursing (Philadelphia: J. B. Lippincott Company, 
1960), p. 483. 
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participate in activities in the environment where they felt 
most secure. It also permitted the very disturbed and 
physically disabled who could not leave the ward to engage 
in purposeful socializing activities. Progress will be slow 
in socializing chronic mental patients until many more 
hospital and nursing service administrators realize the 
poLentialities of nursing service personnel to socialize 
patients through recreational activities and provide the 
necessary support. 
Hypothesis 
Social interactions of a selected group of female 
chronic psychiatric patients will increase during organized 
ward recreational programs. 
Assumptions 
1. Recreation can be used therapeutically. 
2. Recreation is an important socializing medium. 
3. Resocializing and remotivating mental patients 
are functions of nursing service personnel. 
4. Group work is a function of nursing service 
personnel since they always have charge of a group of 
patients. 
---
,, 
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CHAPTER III : 
METHODOLOGY 
Selection and Description of Sample 
Twenty-nine female patients with long term mental 
illness, who resided on an open, continued-treatment ward of 
an urban state hospital in Boston, constituted the sample 
population. The patients ranged in age from 22 to 55 years, 
the median age being 42.2 years. The length of illness was 
computed from the first admission at any mental hospi~al to 
June 1, 1962. The mean length of illness was 13 years and 
4 months. The shortest length of illness was 2 years and 4 
months; the longest length of illness was 25 years. The 
diagnostic classifications of the patients were: 
Schizophrenic reaction, paranoid 13 
Schizophrenic reaction, undifferentiated 10 
Schizophrenic reaction, catatonic 3 
Schizophrenic reaction, hebephrenic 2 
Manic depressive psychosis, h ypomanic type 1 
~ 
These subjects were selected since a ward population 
of 29 was fairly small in contrast to the average ward ,, 
I populations in the hospital. It was felt that open ward 
1
1 
patients who presumably had retained some ability to socialize 
were most suitable for the study. The conditions of the study 
II 
1: 
precluded any attempts to work with extremely deteriorated 
I! and regressed patients. Utilizing an open ward group also 
37 
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eliminated the bias which might be associated with a 
"captive group" situation. 
Time and Place of Study 
The study was conducted over a six-week period. Data 
were collected during eight two-hour periods in the evenings 
after the patients' supper. Although the hours selected were 
6:30P.M. to 8:30P.M., they varied somewhat during the last 
four sessions. None began before 6:30P. M.; none finished 
later than 10 P.M. The evenings were selected to avoid 
conflict with o~her hospiLal activities, holidays, and week-
ends. For this reason, it was impossible to schedule the 
sessions at regular intervals. All sessions were held on 
Monday, Tuesday, or Wednesday evenings. 
The ward had one large day room and one small visiting 
room, both of which were used during the study. Two recrea-
tional programs were not conducted on the ward for practical 
reasons. They were held in closely adjacent areas. Inasmuch 
as the study was entirely concerned with ward recreational 
programs, however, they were planned as being s u itable for 
adaptation to a ward situation. The ward was covered 
during the hours of the study by a regularly assigned female 
attendant. 
39 
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Initiation of the Study 
After consultation with the nursing supervisor about 
initiation of the study, plans were made to become more 
1 familiar with the patients and personnel in the setting. For 
I 
1: 
this purpose, ninety-minute visits were made on the ward, 
immediately following lunch, on three occasions. The patients 
were told that a study might be conducted on their ward. 
Conferences were held with the various personnel to familiar~ 
them with the projected study and to solicit their cooperation. 
The conferences included talking with two afternoon super-
visors, two day-shift attendants, two afternoon-shift 
attendants, the ward doctor, a recreational therapist, and the 
Director of Volunteers. In addition, before undertaking the 
study, the ward doctor was asked to announce the project in 
a ward meeting. The investigators did not attend, since the 
doctor felt their presence might inhibit the expression of 
objections by the patients. He thought the paranoid patients 
might react unfavorably to the prospect of the recorder's 
activities. 
Methods Used to Collect Data 
The following Social Behavior Rating Scale wasadapted 
from the categories suggested by Kandler and Hyde: 1 
1Harriet M. Kandler and Robert Hyde, "Socialization 
Activity Index for a Mental Hospital," Nursing World, CXXV 
(August, 1951), 343. 
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SOCIAL BEHAVIOR RATING SCALE 
a. SOCIALIZED: Patients are actively participating in the 
group activity, the group being comprised of three or more 
persons; i.e., they are dancing, singing, playing the games, 
conversing, etc. 
b. SOCIALIZED WITH LIMITATIONS: Patients are socializing as 
above but with only one other person. 
c. SOCIALIZED PARTIALLY: Patients are onlooking the group 
activity with apparent interest. 
d. UNSOCIALIZED BUT ACTIVE: Patients are pursuing solitary 
activity. 
1. T.V. 
2. Radio 
3 . Reading 
4. Working 
5. Walking 
6. Other 
e. WITHDRAWN: Patients are not engaging in any socialization 
or in any activity. 
1. Sitting in area of group but not onlooking group 
activity. 
2. Sitting on or by bed. 
3. Lying down in bed. 
f. ANTISOCIAL: Patients are rejecting the group. 
1. In seclusion. 
2. Fighting 
3 . Verbally abusive 
I 
o. NOT ON WARD: Patients have left ward and are considered ; 
unsocialized for this study. i 
Categories a, b, and c indicate some form of socialized 
behavior; categories d, e, and ! represent unsocialized 
I! behavior. A category o was included in unsocialized behavior 
1 
F=l 
to indicate those patients who, for some reason, were off 
the ward during the data-collecting sessions. A time sampling 
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method was used to record systematically the social behavior 
of the 29 patients. A simple chart was prepared to 
accommodate four observations on each patient during each 
two-hour period (see Appendix A). The letters and numbers 
used to designate each category of the Social Behavior Rating 
Scale (see p. 40) were used as a recording code on these 
charts. The nonparticipant investigator made the observations 
by passing through the ward rapidly, considering each patient 
momentarily, assessing her behavior, and recording it. 
The scale was pretested seven times. The pretests 
were accomplished by the investigators passing through the 
ward together and observing each patient simultaneously. 
Each made independent assessments of the patients' social 
behavior. The results were then compared. The first pretest 
showed 52.7% agreement. The categories had to be re-defined 
more accurately to minimize differences in value judgments. 
The second pretest showed 82.8% agreement. Further refine-
ments of the category definitions were made. The third 
pretest gave 93.1% agreement. The remaining four tests 
yielded 96.6% agreement. It was felt this consistently high 
percentage of agreement indicated sufficient reliability to 
warrant the use of the scale. Arrington has stated: "The 
accepted criterion of reliability of observations in studies 
1 of this sort time sampling is agreement of independent 
observers of the same events."2 She further elaborated that 
2Ruth Arrington, ''Time Sampling," Psychological 
Bulletin_, XL (February, 1943 , 91. 
---
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"the validity of the measure devised by time sampling • • • I 
is • a function of three factors: the naturalness of the 
behavior observed, the accuracy with which it was recorded, 
and the accuracy with which it was sampled."3 
By the time the study was actually initiated, the 
patients had grown accustomed to the investigators and the 
method of observing and recording . It was felt that the 
naturalness OI their behavior was not appreciably changed by 
the conditions of the study. This opinion was verified by 
the regular ward personnel . 
The accuracy of the observations was one of the 
limitations of the study . The difficulties in defining, 
categorizing, and assessing social behavior are well known . 
Although the definitions had been re-defined during the pre-
testing, it was thought that some of the categories still 
depended upon value judgments to a f a irly large extent. For 
example, category c-3, l ying in bed, could hardly be misinter-
preted; on the other hand, to differentiate c, or onlooking 
I 
1 group activ.tty with apparent interest, from e-1, sitting with 
group but not onlooking activity, required a certain amount I 
1: of judgment . I 
i ~ 
II 
II 
,, 
,, 
Inaccuracies in the sampling could reside in the 
inconsistencies in the amounts of time allotted for each 
observation . It was assumed, however, that momentary 
3 Ibid. , p. 93 . 
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observations would vary less in length than would longer 
' observational periods. Additional inaccuracies in the 
sampling probably lay in the limited number of observations, 
four times for each patient during each session. Neverthe-
less, it was noted that this amount of time sampling very 
quickly enabled the investigators to become familiar with 
individual patient's behavior patterns. 
During the first four sessions, Series A, the patients 
1 were observed as they conducted themselves during incidental 
ward activities. The investigators then met wi~h the 
patients and personnel to plan some recreational programs. 
During the last four sessions, Series B, the patients were 
observed as they conducted themselves during the organized 
ward recreational activities, which were the outgrowth of 
the planning sessions. 
One investigator assumed the role of ward personnel, 
and the patients were iniormed that she would be available 
to them. The other investigator assumed the role of 
nonparticipant observer-recorder, and the patients were 
informed that she would not actively participate with them 
and could not talk to them while making her observations. 
On the whole, the patients cooperated in following these 
instructions. Occasionally, some made attempts to engage 
the nonparticipant investigator in conversation; however, a 
gentle reminder was sufficient to regain their cooperation. 
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The first series of observations was made thirty 
minu~es after each session began; the remaining three series 
of observations in each session were made at twenty-minute 
1 intervals. Arrington summarized the rationale of the time 
sampling method as follows: 
Time sampling • • • is a method of observing the 
behavior of individuals or groups under the ordi-
nary conditions of everyday lite in which obser-
vations are made in a series of short time periods 
so distributed as to afford a representative samp-
ling of the behavior under observation. It is ••• 
a method of sampling, the validity of which is 
primarily a function of the amount and distribution 
of the time spent in observations or of the number, 
length, and distribution of the separate observa-
tions or time samples . As contrasted with the 
experimental method, it is a form of controlled 
observation in which the observer, the method of 
recording, and the manner of selecting the behavior 
to be observed are subject to con~rol rather than 
the situation in which observations are made. 
Finally, it is a method whose essential function 
is accurate measurement of the incidence of 
specific behavior, acts or patterns under speci-
fied conditions.4 
Throughou~ the data collecting period, no external 
controls were placed upon the patients. They were free to 
leave the ward if they desired or to follow any pattern of 
behavior of their choice. No effort was made to control 
the introduction of variables into the situation. For 
example, there was an occasional visitor on the ward during 
Series A. Visitors were considered to be a normal element 
in incidental ward activities. The recreational programs 
consisted of the introduction of many variables, including 
4~., p. 82. 
I 
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a number of volunteers, food, music, games, and dancing. 
These variables, however, constituted some of the elements 
commonly found in recreational programs. 
Methods Used to Analyze Data 
Each patient was given a socialization score both for 
Series A and for Series B. The score was the number of times 
the patient was observed in any of the socialized categories. 
In accordance with the Social Behavior Rating Scale (see 
p. 40), categories a, b, and c designated socialized 
behavior; categories d, e, !' and o designated unsocialized 
behavior. Since there were sixteen observations on each 
patient during each series, the scores ranged from 0 to 16 
(see Appendix B). The t-test was used to determine the 
significance of the differences in the means between Series 
A and Series B. To obtain a comparative view of the levels 
of social behavior, each patient was then given a separate 
score for each category in each series. This was the number 
of times she was observed in each category considered 
individually. The t-test was again used to determine the 
significance of the differences in the means for each 
category between Series A and Series B. 
F=~==================================================~~~============~~==~==--~ 
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CHAPTER IV 
FINDINGS 
Quantitative Findings 
When the t-test was applied to the over-all 
socialization scores (obtained from categories a, b, and c 
combined), the increase in social interactions in Series B 
was found to be signilicant beyond the .001 level (see Table 
1) . This finding substantiated the hypothesis that the social 
TABLE 1 . - - A comparison of Series A mean socialization scores 
with Series B mean socialization scores 
Mean Score 
Series A 
1 . 48 
Mean Score 
Series B 
11 . 52 
Difference t-test 
10.04 p < .001 
interactions of a selected group of female chronic psychi-
atric patients will increase significantly during organized 
ward recreational programs. 
When the t-test was applied to the individual 
category scores, the hypothesis received additional support 
inasmuch as the mean scores in two of the socialized 
categories (a and c) showed a significant increase in Series 
B (see Table 2). Although the mean score in the third 
socialized category (b) showed a decrease in Series B , it was 
not significant. 
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TABLE 2.--Comparison of Series A mean category scores wi"th 
Series B category scores 
Cate- Mean Scores Mean Scores 
gories Series A Series B Differences t-test 
"0 
(l) 
.~ a .21 8. 93 8.72 p < .001 
r-i b • 97 .28 . 69 p > .9 co:! -...... 
0 
0 c .14 2.59 2.45 p < .001 U) 
"0 d 3.34 .41 -2. 93 p < .001 (l) 
N 
...... e 10.87 3.90 -6.97 p < .01 r-i 
co:! 
...... f 8 & . 55 .34 - .21 p > .6 § 0 
In Series A, the mean scores for group socialized 
behavior were very low (a and c). The patients had seemed 
quite passive, withdrawn, and isolated. There was hardly 
any group interaction. In Series B, the increases in mean 
scores for categories a and c were significant beyond the 
.001 level. These significant increases supported the 
hypothesis. The increased score in category a probably 
demonstrated the patients' willingness to participate when 
recreational programs were presented . The increased mean 
score of category c suggested that certain patients were 
interested, but fearful of active participation. This may 
have been due to their lack of familiarity with certain 
activities. 
~·------------------~---------------------------------------------------
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In Series A, the highest mean score for socialization 
was largely in the one-to-one category (b). This was thought 
to be due to the presence of the participant investigator who 
was talking with individual patients. In Series B, the mean 
score for one-to-one social interaction (b) decreased, 
although not significantly. This was thought to be a result 
of the participant investigator's concentration on group 
activity in Series B, thus limiting her time for one-to-one 
interaction. 
In Series A, the highest mean score for activity was 
solitary activity (d). The activities consisted primarily 
of the performing of ward or personal tasks, su~h as s ewing. 
knitting, playing solitaire, sweeping, or walking. In Series 
B, the mean score for solitary activity (d) decreased 
significantly . It was felt that those who generally stayed 
out of bed and engaged in some activity responded to the 
group activities when they were made available. 
In Series A, the mean score for unsocialized inactive 
behavior was extremely high (e) . This was mostly attributable 
to the large number of patients who had retired by 7 P.M. 
In Series B, the mean score for unsocialized withdrawn 
behavior (e) decreased significantly. It was noted, however, 
that the mean score for category e was the second highest 
of all categories. A number of patients continued to resist 
participation in the activities and retired very early. 
Three of the patients had obtained a socialization score of 
___, -- ·.-=-
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zero in Series B as they had remained in bed throughout the 
activities. 
In Series A, the mean scores for antisocial behavior 
(f) and absenteeism (o) combined were very low. In Series 
B, the mean scores for antisocial behavior (f) and absenteeism 
(o) combined decreased, although not significantly. 
To present a more graphic representation of the 
reversal in the social behavior of the patients during the 
recreational activities, the observations in each category 
were computed as a percentage of the total number of 
observations in each series (see Figures 1 and 2). From 
these graphs it can be seen more clearly that: (1) sociali-
zation was very low in Series A and high in Series B; (2) 
solitary activity was moderately high in Series A and very 
low in Series B; (3) withdrawn behavior was very high in 
Series A, and although it had decreased greatly in Series B, 
a moderate amount was still present. 
Qualitative Findings 
Throughout the four programs, some qualitative 
perceptions were obtained, which might hold meaning for 
planners of ward activities. An understanding of these 
qualitative responses necessitates a brief description of 
the programs in which they were perceived. 
Cake Baking and Candy Making Party with Games and 
Group Singing.--This party was conducted by the ward 
:------- --.:.'·=====1 -~- r 
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Percent of Total Observations 
21.1 69.6 
Series A 
Percent of Total ObservaLions 
26.7 
Series B 
a +b+c Oe+f+o 
Socialized 
Solitary 
Activity Unsocialized 
Fig. !.--Comparisons of the percentages of observa-
tions in the socialized categories and in the unsocialized 
categories within Series A and Series B. 
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attendant, the participant-investigator, and one female 
volunteer . The purpose of the party was to provide sufficient 
activity for all patients who desired to participate. The 
activities included making the cakes and candy, preparing 
the coffee, and keeping the utensils clean. While waiting 
for the cakes to bake, the patients were engaged in games 
by the participant-investigator . 
This party was rather difficult to manage. The 
ability of the patients to follow directions was somewhat 
below the expectations of the investigators. One patient 
was unable to measure one-half cup of water for a cake and 
saw nothing wrong in using three-fourths of a cup instead. 
In addition, the patients had much difficulty in following 
instructions for games that the investigators had thought 
to be quite simple. The oven did not heat properly, and 
the unusual length of time it took to bake the first cake 
prolonged the party unduly . The cake was eventually removed 
from the oven be f ore it was quite done . The number of 
activities in this party was apparently confusing both to 
the patien~s and to the workers. 
!. 
In spite of these difficulties, this party demonstrated 
a valuable point to the investigators. They realized more fully 
the extent of the patients' deculturation in daily living 
activities . Several of the patients apparently had never 
baked a cake or seen one baked . Many of them found it quite 
interesting to peer through the glass doors of the oven to 
I 
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watch the cakes rise. The first quite underdone cake was 
eaten with great enthusiasm and pronounced delicious. 
A patient of particular interest at this party was 
one who had been recorded always in unsocialized categories. 
She had been very withdrawn and unresponsive to the 
I participant-investigator's advances. On this night, however, 
she did join the games and followed instructions in a rather 
automatic way. It was thought she would surely win the game 
the object of which was not to smile; however, she was unable 
to resist the funny antics of the patient who was "it" and 
suddenly smiled very spontaneously. Thi~ was the only time 
the investigators observed this much spontaneity and 
friendliness from this patient. 
Parlor Game Party.--This party was conducted by the 
ward attendant and the participant-investigator. The 
activities included competitive games with prizes, group 
singing 1 and a snack of cookies and coffee. Also, the 
patients took charge of making the coffee, serving the 
cookies, and the cleaning-up detail . One patient assisted 
: by playing the piano for group singing. 
In spite of their experience with the previous party, 
the investigators again had to discard some games which 
seemed too complex for the patients. The most interesting 
game proved to be Human Bingo. Regular Bingo had been 
eliminated since this was an activity to which the patients 
regularly had access. Also, it was thought to be of 
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questionable socializing value. In Human Bingo, instead of 
using the regular numbered cards, the patients had to make 
1 their own cards by getting other persons to sign their names 
in the squares. The names were then called instead of the 
numbers, and the game was played according to regular Bingo 
1 rules. The patients eagerly sought one another out in order 
to fill their cards, and this game unexpectedly caused more 
social interactions than any other. It was thought the 
success of this game depended to a large extent on the 
patients' previous experience with Bingo . It was something 
they understood and liked to do. 
The prizes offered to the winners of all games 
undoubtedly encouraged participation. The prospect of 
winning cigarettes was especially stimulating to the majority 
of the patients. One patient, who was inordinately fond of 
smoking, shrewdly devised a method oi winning a particular 
game to obtain the pcize of cigarettes . Although she did win 
the cigarettes, she could have accomplished this only by 
extensive interaction with other patients. This was not her 
usual behavior . I 
Cook-out Party with Guitarist and Group Singing .--Two 
I 
female volunteers and one male volunteer assisted the ward 
attendant and the participant-investigator at this party. 
One of the female volunteers was a guitarist and folk singer. 
The cook-out was held in the back yard adjacent to the ward. 
I Frankfurters and marshmallows were roasted over a charcoal 
---
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fire. It had been planned that the guitarist would engage 
the patients in group singing prior to the cooking of the 
frankfurters. Unfortunately, it began to rain, and the food 
had to be served precipitately. 
The behavior of three patients was of particular 
in~erest during this party. One patient had remained 
adamantly in bed during all sessions and could not be 
persuaded to join the group. She did request once that anot~ 
patient bring some refreshments to her bedside. The request 
was denied. On this occasion, however, she arose, dressed, 
went outside into the light rain, had a hot-dog, and 
immediately started back to the ward. When asked where she 
was going, she replied, "Oh, I've had my hot-dog; now I'm 
going back to bed . " 
Another patient who had been unable to talk coherently 
and follow the simplest directions, and who seemingly had 
not been very aware of her environment, was found running 
back out into the yard. One of the workers, who was still 
trying to bring equipment in out of the rain asked her where 
she was going. She replied loudly and clearly, "I have to 
go out and help bring in the rest of the things; can't you 
see it's raining?'' She suddenly seemed quite clear as to 
what behavior was appropriate for the circumstances. 
A third patient, who had consistently stayed in bed and 
had refused to participate in any of the activities, was over-
heard singing under the bed covers when the guitarist had 
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engaged the patients in group singing. This seemed related 1 
to the responses of the entire patient group to the volunteer 
guitarist. Her leadership in singing and her large repertoire 
apparently stimulated a much heartier participation in group 
singing than did the patient pianist's efforts on a previous 
occasion. The patients searched their memories for old 
songs and were delighted to find that the guitarist could 
accompany them in almost any song they could name. 
Square Dancing and Folk Dancing Party with Refresh-
ments.--This party required the use of a large number of 
volunteers. Eight square dancers from the Y.M.C.A. (four 
male and four female), a male caller, and the female day 
supervisor of the patients' building agreed to help the 
participant-investigator and the ward attendant. The patient 
group was enlarged by inviting the male patients from the 
I lower ward of the building. Because of the size of the 
group, the activity was held in an auditorium in a nearby 
,, 
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building. 
The investigators had expected the patients to 
participate eagerly in the dancing; however, many of them 
were quite resistant. Several stated they had never before 
seen a square dance. Although they were interested in on-
looking, many seemed fearful of participation. Again, they 
lacked skill in following directions. It required great I 
effort by the volunteers and the caller to lead the patients I 
through square dance routines. It was considerably easier to 
------~--
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engage them in simple circle dancing, such as ''follow the 
leader" types. 
Punch and cookies were served during an intermission . 
While the patients quickly gathered around the refreshment 
table, the volunteers clustered together on the other side 
of the room. Some oi the patients, however, with no 
prompting from personnel, remembered the guests and arranged 
to serve them first. 
In retrospect, the positive responses of the patients 
were thought to be related to certain elements of the 
programs . Food , coffee, and prizes were found to be particu-
larly enticing . On a more subtle level, the changes in 
routine, the surprise elements, and the introduction of new 
people seemed quite stimulating. The investigators did not 
announce the programs until the day of the party. Two 
patients with artistic talent, were commandeered to make 
posters . These were unusually attractive, appropriate in 
theme, and quite sophisticated . They indeed seemed to 
stimulate the patients to anticipate the evening festivities 
with eagerness . The patients' responses to the volunteers 
ana to the investigators were quite gratifying . They were 
overtly friendly to the volunteers a s well as to the 
investigators . In addition, the investigators felt obliged 
to "dress up" for each session since the patients made so 
many favorable comments about their clothes. 
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Generally, the responses of the patients to the 
programs were gratifying. It was noted, however, that 
there was some resistance to the programs which could not be 
ignored. The average number of patients who went to bed 
during Series A ranged from 14 to 18. Although this number 
was reduced in Series B, an average of 6 to 8 patients 
continued to retire for the most part throughout the recrea-
tiona! programs. It was felt these resistant patients 
probably needed a considerable amount of one-to-one contact 
before they would be amenable to participation in a group. 
I 
I It was thought, also, that some might never become accepting ! 
of recreational activities and that other kinds of groups, 
II 
I 
I 
such as work groups, might be more successful with them. 
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CHAPTER V 
SUMMARY, CONCLUSION, AND RECOMMENDATIONS 
Summary 
In public mental institutions there are currently large 
numbers of chronically ill mental patients. Various ways of 
resocializing these patients and of changing their environ-
ments from custodial to therapeutic have been studied 
extensively, especially during the last decade. The 
chronically ill mental patients have contact mostly with 
nursing service personnel. It follows, then, that the ward 
personnel are concerned with their functions in the resociali-
zation process . 
The problem undertaken was a study of the social 
1
1 interactions of a selected group of female chronic psychi-
atric patients during periods of incidental ward activities 
and during periods of organized ward recreational programs. 
The literature reviewed supported the viewpoints 
that recreation is therapeutic and that it is an important 
socializing medium. Also, it indicated that nursing service 
personnel play an important part in meeting the recreational 
needs of mental patients and enhancing their participation 
in recreational activities. Thus, ward personnel assist 
in the resocialization of the chronically ill mental patient 
through the use of the recreational medium. 
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The sample was comprised of 29 female patients with 
long term mental illness, who resided on an open ward of an 
urba n state hospital. The social behavior of these patients 
was studied during four two-hour sessions of incidental ward 
activities (Series A) and during four two-hour sessions of 
organized ward recreational programs (Series B) . Three 
categories of socialized behavior and four categories of 
unsocialized behavior were defined. A time sampling method 
of observation was used . The patients' behavior was recorded 
four times during each session, or a total of sixteen times 
during each series. 
The number of times the patient was observed in the 
socialized categories (a, b, and c combined) was designated 
her socialized behavior score for each series. The t-test 
was used to determine the significance of the difference in 
mean scores between the two series. Each patient was then 
given individual category scores for each series, which were 
the number of times the patient appeared in each category. 
The t-test was again used to determine the significance of 
the difference in the mean scores for each category between 
the two series. The increase in socialized behavior 
(categories a, b, and c combined) was found to be significant 
beyond the .001 level. This supported the hypothesis that 
the social interactions of a selected group of female chronic 
psychiatric patients will increase during organized ward 
recreational programs. Considering the categories separately, 
61 
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significant increases were found in the socialized categories 
a and c, and significant decreases were found in the 
unsocialized categories d and e . The decreases in the 
socialized category b and the unsocialized categories, f and 
o combined, were not significant . Since there were 
limitations in methodology and in the use of the t-test, the 
findings must be interpreted with caution . 
Conclusion 
In view of the findings of this study the investigators 
concluded that social interactions of chronic psychiatric 
patients may be increased during organized ward recreational 
programs . 
Recommendations 
Further studies need to be done on the use of ward 
recreation as a socializing medium for psychiatric patients . 
These studies should investigate the following problems: 
1 . What kinds of ward recreational activities evoke 
the greatest social response from psychiatric patients? 
2. How to help psychiatric patients progress to 
higher levels of social participation through ward recrea-
tiona! activities . 
3 . How to determine better the quality OI social I 
interactions of psychiatric patients during ward recreational 
activities. 
I= ----- --- --- - -
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4. How the specific elemenLs of recreational 
activities, such as food, clothing, music, dancing, people, 
II prizes, competitive games, and conversation are related 
to, or promote the social inLeractions of chronic 
psychiatric patients. 
5. Why certain psychiatric patients resist recrea-
I tiona! activities, and what other media might be employed to 
I facilitate their social interactions . 
t 
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SAMPLE OF BEHAVIORAL RATING RECORDING CHART 
May 15, 1962 SERIES A No. 1 
Patient:s' 
Code Nos. 7:00 P.M. 7:20 P.M. 7:40 P.M 8:00 P. M Remarks 
1 b d-1 a d-1 
2 e-3 e-3 e-3 e-3 
3 d-5 e-3 d-1 e-1 
4 e-3 e-3 e-3 d-1 
5 b b d-6 d-6 
6 e-3 e-3 e-1 e-1 
7 d-1 e-3 e-3 e-3 
8 e-3 e-3 e-3 e-3 
9 e-1 e-1 e-1 e-1 
10 e-3 e-3 e-3 e-3 
11 d-1 I d-1 e-3 e-3 
12 e-3 e-3 e-3 e-3 
13 e-3 d-5 a c I I 14 e-3 e-3 e-3 e-3 I 
15 e-3 e-3 e-3 e-3 
16 e-1 d -4 e-1 b 
17 e-3 e-3 b e-3 I 
18 e-3 e-3 e-3 e-3 
19 e-3 e-3 e-3 d-1 
20 - - - - I 
21 d-6 d-6 e-3 e-3 I 
22 d-5 0 0 d-5 
23 e-3 e-3 e-3 e-3 
24 e-3 e-3 e-3 e-3 
25 e-3 e-3 e-3 e-3 
26 e-3 e-3 e-3 e-3 
27 d-4 e-3 e-3 e-3 
I 28 e-3 e-3 e-3 e-3 
' 
29 e-3 e-3 e-3 e-3 
30 d-4 d-4 d-4 d-6 
I 
I 
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TABLE 3.--Socia1ization scores for Series A and Series B 
(categories a, b, and c combined) 
Patients' 
Code Nos. Series 
1 5 
2 0 
3 1 
4 0 
5 2 
6 2 
7 0 
8 0 
9 5 
10 0 
11 1 
12 3 
13 5 
14 1 
15 1 
16 1 
17 4 
18 0 
19 3 
20 -
21 0 
22 1 
23 0 
24 2 
25 0 
26 1 
27 2 
28 0 
29 0 
30 3 
31 -
Totals 43 
Means 1 . 48 
' 
A Series B 
16 
7 
1 5 
0 
14 
16 
16 
0 
16 
16 
13 
16 
15 
0 
12 
12 
11 
0 
16 
-
13 
I• 8 
19 
15 
i 1 
10 
16 
16 
10 
16 
-
334 
11 . 52 
t28 = 10 . 919 
p < . 001 
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TABLE 4 . --Category a scores for Series A and Series B 
Patients' 
Code Nos . Series A Series B 
1 2 12 
2 0 2 
3 0 12 
4 0 0 
5 0 14 
6 0 16 
7 0 7 
8 0 0 
9 0 15 
10 0 6 
11 0 9 
12 0 9 
13 2 13 
14 0 12 
15 0 12 
16 0 12 
17 0 1 
18 0 1 
19 0 15 
20 - -
I 21 0 5 22 0 6 
23 0 11 
24 1 14 
25 0 1 
26 0 5 
27 0 14 
28 0 13 
29 0 8 
30 1 14 
31 - -
Totals 6 259 
Means . 21 8 . 93 
p < . 001 
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TABLE 5 . --Category b scores for Series A and Series B 
Patients' 
Code Nos . Series 
1 2 
2 0 
3 1 
4 0 
5 2 
6 1 
7 0 
8 0 
9 2 
10 0 
11 0 
12 2 
13 2 
14 1 
15 1 
16 0 
17 4 
18 0 
19 3 
20 -
21 0 
22 1 
23 0 
24 1 
25 0 
26 1 
27 2 
28 0 
29 0 
30 2 
31 -
Totals 28 
Means . 97 
A 
. 
Series B 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
4 
0 
1 
-
0 
0 
0 
0 
0 
3 
0 
0 
0 
0 
-
8 
. 28 
t28 = - . 04 
p ~ . 9 
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TABLE G.--Category c scores for Series A and Series B 
Patients' 
Code Nos . Series A 
1 1 
2 0 
3 0 
4 0 
5 0 
6 1 
7 0 
8 0 
9 0 
10 0 
11 1 
12 1 
13 0 
14 0 
15 0 
16 0 
17 0 
18 0 
19 0 
20 -
21 0 
22 0 
23 0 
24 0 
25 0 
26 0 
27 0 
28 0 
29 0 
30 0 
31 -
Totals 4 
Means . 14 
Series B 
4 
5 
3 
0 
0 
0 
9 
0 
1 
4 
4 
3 
3 
0 
0 
0 
6 
3 
0 
-
8 
2 
3 
1 
3 
3 
3 
3 
2 
2 
-
75 
2 . 59 
t28 = 5 . 57 
p < . 001 
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TABLE 7.--Category d scores for Series A and Series B 
Patients' 
Code Nos . 
1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
Totals 
Means 
Series A 
7 
1 
3 
5 
14 
0 
4 
0 
4 
0 
9 
2 
4 
1 
0 
6 
0 
0 
6 
-
10 
9 
0 
3 
0 
0 
3 
0 
0 
6 
-
97 
3.34 
Series B 
0 
3 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
4 
1 
0 
0 
-
2 
1 
0 
1 
0 
0 
0 
0 
0 
0 
-
12 
. 41 
t28 :: -4.31 
p < . 001 
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TABLE 8 . --Category e scores for Series A and Series B 
Patients' 
Code Nos . Series A Series B 
1 3 0 
2 15 6 
3 8 1 
4 12 16 
5 0 2 
6 14 0 
7 12 0 
8 16 16 
9 7 0 
10 16 6 
11 6 0 
12 11 0 
13 1 0 
14 14 16 
1-5 1 5 4 
16 8 0 
17 12 4 
18 16 12 
19 15 0 
20 - -
21 6 1 
22 0 0 
23 16 2 
24 11 0 
25 16 15 
26 15 6 
27 11 0 
28 16 0 
29 16 6 
30 7 0 
31 - -
Totals 315 113 
Means 10 . 87 3 . 90 
t28 = -3.26 
p < . 01 
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TABLE 9 . --Category f and o scores (combined) for Series A 
and-Series B 
Patients' 
Code Nos . Series A Series B 
1 0 0 
2 0 0 
3 4 0 
4 0 0 
5 0 0 
6 0 0 
7 0 0 
8 0 0 
9 0 0 
10 0 0 
11 0 3 
12 0 0 
13 6 1 
14 0 0 
15 0 0 
16 0 0 
17 0 0 
18 0 0 
19 0 0 
20 - -
21 0 0 
22 6 6 
23 0 0 
24 0 0 
25 0 0 
26 0 0 
27 0 0 
28 0 0 
29 0 0 
30 0 0 
31 - -
Totals 16 10 
Means . 55 . 34 
t28 == - . 46 
p > . 6 
